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execuTive SuMMary
Since the end of apartheid, South Africa has experienced a significant outflow of health professionals. The out-migration of health profession-
als from the country is part of a broader global trend of health professional 
migration from the Global South to the Global North. In the health sector, 
this “brain drain” has led to a significant decline in the quality of care in 
affected countries. The costs of health professional migration for countries 
of origin are usually measured in terms of lost investment in training and 
the gaps in medical care left by their departure. One recent study, for exam-
ple, estimated that the cost to South Africa in lost investment in training 
from the emigration of health physicians to Australia, Canada, the United 
States and the United Kingdom amounts to USD1.4 billion.
Previous studies have predicted that medical migration from South 
Africa is unlikely to subside in the short and medium term as health pro-
fessionals and trainees exhibit very high emigration potential. This report 
provides an updated (2013) picture of the state of mind of South African 
health professionals. It also allows an assessment of whether professional 
attitudes and perceptions have changed between 2007 and 2013 including 
(a) whether levels of satisfaction with work and life in South Africa have 
improved or worsened; (b) whether emigration potential has declined or 
intensified amongst health professionals and (c) whether the “brain drain” 
from South Africa is likely to continue. These questions are of particular 
relevance given various changes in the health sector since 2007.
Return migration has been advocated internationally as an antidote 
to the brain drain and an important downstream benefit for countries of 
origin in the South. This report therefore provides important new infor-
mation about the implications of health professional return migration to 
South Africa. Another strategy adopted by some countries is to use immi-
gration policy as a means of dealing with health professional shortages. 
South Africa is a destination country for health professionals from some 
countries although, with the exception of official schemes to temporarily 
import Cuban and Tunisian doctors, this is not official policy. Significantly, 
the medical professions have only just appeared on the government scarce-
skills lists that have been published for nearly a decade. This survey pro-
vided an opportunity to profile a sub-group of non-South African doctors 
to assess whether they are more inclined to remain in the country than 
their South African counterparts.
The current survey was developed in collaboration with the Institute of 
Population Health at the University of Ottawa as part of a CIHR-funded 
global project on health professional migration from India, Jamaica, the 
Philippines and South Africa. The questionnaire was hosted on the MED-
pages website and potential respondents were invited by email to complete 
the survey. A total of 1,383 completed questionnaires were received from 
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physicians, dentists and pharmacists – a response rate of 7%. 
The 2007 and 2013 surveys showed extremely high levels of dissatisfac-
tion amongst health professionals with working and living conditions in 
South Africa. In terms of working conditions, in 2007 there are only two 
measures on which more than half of health professionals were satisfied: 
their relationship with colleagues and the quality of their training. Not 
only had satisfaction with these two facets increased further by 2013, the 
number of indicators on which more than half of the respondents were sat-
isfied increased from 2 to 7. These included the ability to find a desirable 
job, job security, prospects for professional advancement, workplace infra-
structure and workplace morale. On 11 indicators, however, more than half 
remained dissatisfied in 2013, including personal safety in the workplace 
and workload (though both had improved since 2007). On a small number 
of indicators there was a decline in satisfaction between 2007 and 2013, 
including relations with management and the risk of contracting Hepatitis 
B and multidrug-resistant tuberculosis (MDR-TB). The majority of health 
professionals remain dissatisfied with the economic rewards of their jobs. 
Only a third were satisfied with their level of remuneration (up from 20% 
in 2007). Less than 20% were satisfied with their fringe benefits and levels 
of taxation (down from 13% to 9%). Dentists are particularly unhappy with 
their earnings.
While perceptions of the working environment improved between 2007 
and 2013, health professionals’ views about living conditions in the country 
did not. Indeed, on most indicators there was a decline in levels of satis-
faction. The overall picture remains very negative, however, with satisfac-
tion levels greater than 50% on only two indicators (medical services and 
housing). Only 8% were satisfied with levels of personal safety and their 
children’s future prospects in South Africa, while a mere 7% were satis-
fied with the safety of their families. Another possible driver of emigration 
relates to dissatisfaction with the political environment in the country and 
with policies in the health sector in particular. Questions on this issue were 
not posed in 2007 so there is no baseline for comparison with the 2013 
findings. Levels of satisfaction with government and government policies 
are currently extremely low. Only 4% of the respondents were satisfied 
with government economic policies and 7% with government policy in the 
health sector. 
Interest in emigration remains very high amongst health professionals in 
South Africa. For example:
  RI WKRVH VXUYH\HG LQ  KDG JLYHQ HPLJUDWLRQ D JUHDW GHDO RI
consideration and 45% had given it some consideration. Only 14% had 
never considered it. Dentists were most likely to have given most con-
sideration to emigration (at 49%), followed by doctors (40%) and then 
pharmacists (39%). 
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  VDLG WKH\KDGJLYHQHPLJUDWLRQPRUH FRQVLGHUDWLRQRYHU WKH ODVW
five years and only 18% said they had given it less. Dentists had been 
giving emigration much more thought than before (53% more and only 
11% less).
 7KHDPRXQWRIFRQVLGHUDWLRQJLYHQWROHDYLQJ6RXWK$IULFDFOHDUO\YDU-
ies by sex, race and age. For example, male health professionals give 
more consideration to the possibility than their female counterparts. 
In terms of racial breakdown, Indian health professionals give most 
consideration to leaving, followed by Coloured, Black and finally White 
professionals. As age increases, the proportion giving emigration a great 
deal of consideration falls (from 48% amongst those in the 22-34 age 
group to 35% amongst those aged 50 and over).
 ,QWRWDOVDLGLWZDVOLNHO\WKH\ZRXOGOHDYHZLWKLQILYH\HDUV
within two years and 11% within six months. Dentists, again, were most 
likely to leave (63% in five years, 41% in two years and 9% within six 
months). There are no major differences with answers given in 2007 
about the likelihood of leaving, suggesting that emigration potential has 
not changed a great deal in the intervening years and remains extremely 
high. 
 ,QWRWDOKDGDSHUPLWWRZRUNLQDQRWKHUFRXQWU\RUKDGDSSOLHG
for one and 11% had applied for or had permanent residence elsewhere. 
Almost half (47%) had taken an examination or applied for registration 
with their professional body in another country. 
 7KHPRVW OLNHO\HPLJUDWLRQGHVWLQDWLRQVIRU6RXWK$IULFDQKHDOWKSUR-
fessionals remain Australia, the United Kingdom, Canada, the United 
States and New Zealand. Doctors are most likely to emigrate to the UK, 
followed by Australia and Canada, whereas dentists and pharmacists are 
far more likely to emigrate to Australia.
This survey focused on understanding, from the perspective of health 
professionals themselves, which are the main factors and which are less 
important in weighing up the decision to emigrate. “Lack of respect from 
government” rates as the single most important factor (with 62% viewing it 
as a very important part of the decision to leave). Professionals in all three 
groups rated this as the single most important factor. Other factors that 
more than half the respondents agreed were very important included poor 
workplace facilities and personal security. Higher earning potential was 
important for 60% of dentists but only 41% of doctors. Factors that were 
less important for all professionals than one might have predicted included 
workload, inadequate work benefits, and workplace morale. While the vast 
majority of health professionals were dissatisfied with management, only 
42% thought this was a good reason to leave. The two most important liv-
ing conditions cited by health professionals as reasons for emigrating were 
the level of corruption in the country (mentioned by 83%) and personal 
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and family safety (mentioned by 81%). Other factors mentioned by more 
than half of the professionals included the future of their children, the 
quality and upkeep of public infrastructure, affirmative action and Black 
Economic Empowerment (BEE), government economic policies, levels of 
poverty and inequality in the country, the adequacy of medical services for 
family, taxation and finding a good school for their children. 
In sum, three types of factors seem to be most important: first, there is 
a great deal of antipathy towards government economic and affirmative 
action policies and to perceptions of official corruption. Second, issues of 
personal and family safety (in turn related to the country’s high rates of 
violent crime) are clearly a major concern. Third, the future prospects for 
their children in South Africa weigh heavily on their minds. Dentists and 
pharmacists have stronger views on almost every factor than doctors.
Studies of the South African health brain drain have tended to assume 
that locally-trained professionals either leave for good after graduation 
or after working for a period in the country. However, 42% of the South 
African-trained health professionals captured in this survey had experience 
working in other countries, which suggests that there is considerable return 
migration. The proportion was highest amongst doctors (at 48%) and low-
est amongst pharmacists (at 9%) with dentists at 36%. Within the physi-
cian group, more specialists had worked outside the country (52%) than 
general practitioners (42%). Two-thirds of the doctors who had worked 
outside South Africa did so in the UK, with smaller numbers in Canada, 
Australia, New Zealand and the US. The vast majority (85%) had worked 
abroad for less than three years (with 38% working for less than one year). 
This suggests that most South African doctors with overseas experience 
went with the express purpose of working temporarily. This is confirmed by 
the reasons given for returning to South Africa, where 62% said they had 
returned because their job was of a temporary nature. Only 15% had been 
away for longer than four years and could more accurately be described as 
classic return migrants. Amongst the other findings were the following:
 7KHPRVWLPSRUWDQWUHWXUQIDFWRUVLQFOXGHGIDPLO\SUHVVXUHVWKHIDP-
ily’s desire to return to South Africa and/or because the family was 
unhappy overseas). Other important drivers of return migration were 
the weather and poor social life overseas. Work-related factors, as well as 
general economic and political conditions in the foreign country, were 
far less important in the decision to return;
 ,PSRUWDQW SXOO IDFWRUV ZHUH WKH RIIHU RI D SHUPDQHQW MRE LQ 6RXWK
Africa and the prospect of greater job satisfaction. However, the most 
important pull factors were not job-related or economic, but social and 
environmental and included the South African physical environment, 
family ties and social life in South Africa;
 5HWXUQHHV KDYH KLJKHU VDWLVIDFWLRQ OHYHOV RQ  RI WKH  ZRUNSODFH
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indicators but the differences are very small and do not fit a discernible 
pattern that could be related to their experience abroad; 
 5HWXUQPLJUDQWVDUHDOVRPRUHVDWLVILHGWKDQQRQPLJUDQWVZLWK OLYLQJ
conditions in South Africa but, again, the differences are not statisti-
cally significant. However, levels of satisfaction amongst return migrants 
are low across a range of work and living measures. Less than half of the 
return migrants were satisfied with 10 of the 17 workplace indicators 
and 10 of the 13 living conditions indicators. Return migrants are con-
sistently less enamoured with South African government policies than 
non-migrants;
 ,PPLJUDQWGRFWRUVDUHVLJQLILFDQWO\OHVVVDWLVILHGZLWKZRUNLQJFRQGLWLRQV
in South Africa than either South African returnees or non-migrants. 
In contrast, immigrant doctors have a generally more positive attitude 
to living conditions in South Africa. However, this does not mean that 
immigrant doctors exhibit high levels of satisfaction overall. On the 
contrary, the actual proportion who were satisfied was less than 50% on 
all indicators.
Does return to South Africa mean that the returnees will stay perma-
nently or are less likely to leave the country than those who have never 
been away? Only 50% of the returnees said that their return was perma-
nent, which suggests that re-emigration is a strong possibility for many. 
Indeed, the survey found that those who have experience working in other 
countries are generally more likely to emigrate than those who have not:
 RIUHWXUQPLJUDQWVVDLGWKH\KDGJLYHQDJUHDWGHDORIFRQVLGHUDWLRQ
to emigration compared with only 34% of non-migrants. Similarly, only 
10% of return migrants said they had given no consideration to leaving, 
compared to 17% of non-migrants;
 5HWXUQ PLJUDQWV DOVR LQGLFDWHG WKDW WKH\ ZHUH PRUH OLNHO\ WR OHDYH
than non-migrants. At each of three different time periods (within six 
months, two years and five years) the proportion of return migrants 
likely to leave was slightly higher.
 ,PPLJUDQW GRFWRUV KDG JLYHQ PRUH FRQVLGHUDWLRQ WR HPLJUDWLRQ WKDQ
non-migrants but less than return migrants. Their likelihood of leaving 
was similar in the short and long term, though fewer said it was likely 
they would leave within two years. Within five years, half expected to 
have left South Africa.
Given that approximately half of all three groups of doctors think it 
very likely that they will have left South Africa in five years time, it is 
important to ascertain if the same things are likely to drive them away. 
First, with regard to the relative importance of workplace factors, there are 
few significant differences between the three groups. The “lack of respect 
from government” is the major push factor for both groups of South African 
doctors but is less important for immigrants. Second, for all three groups, 
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living conditions in the country are stronger drivers of emigration than 
working conditions. Immigrant doctors are less concerned than the other 
two groups about corruption, affirmative action and government economic 
policies, but they are equally concerned about issues such as personal secu-
rity and their children’s future. 
Since 2007, the South African government has continued its rhetorical 
campaign against the brain drain abroad and largely lived up to its commit-
ment not to “poach” replacement health professionals from other countries 
in the South. Government has also begun to think about various retention 
strategies. Between 2007 and early 2013, when the surveys discussed in this 
report were implemented, there were a number of important changes in the 
South African health-care system. These are certainly not all directed at 
health professional retention but they have all had an actual or potential 
impact on health professionals. These changes, and their implications for 
the health professions, are discussed in detail in this paper. The major find-
ing is that these changes have had very little impact on the attitudes of 
health professionals towards their working conditions and to their emigra-
tion potential. The majority of professionals remain extremely dissatisfied 
with their working conditions, across a wide range of indicators. At the 
same time, it is not primarily working conditions that are driving health 
professionals out of the country. In other words, amelioration and improve-
ment of work conditions will not, in themselves, reduce the brain drain and 
the high emigration potential of those who remain.
Emigration is being driven primarily by factors beyond the health sector. 
Addressing health sector problems alone is therefore unlikely to stop the 
exodus. Certainly, there is a great deal of dissatisfaction with government 
in general, and health sector policies in particular. But it is not clear that 
the almost universal animosity towards government is sufficient to induce 
people to leave. Rather it is combined with the feeling that government 
does not offer them and their families sufficient personal protection and 
does not provide an enabling environment within which to raise children 
and offer them a decent future. In the view of most health professionals, 
government is the problem, not part of the solution. 
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inTroDucTion
South Africa is generally considered a middle-income developing coun-try; however, extreme socio-economic inequality exists and the health 
status of South Africans is rooted in these disparities.1 The country has 
high prevalence rates of both communicable and non-communicable dis-
eases including TB, respiratory infection, HIV and AIDS, and heart disease. 
Other major contributors to the high mortality rate include road accidents 
and inter-personal violence.2 To deal with this health burden, South Africa 
has parallel, and highly unequal, public and private health-care sectors.3 
In 2010, total expenditure on health in South Africa amounted to 8.9% of 
GDP; 44% of expenditures occurred in the public sector and 56% in the 
private.4 However, nearly 80% of the population depends on access to the 
underfunded public sector for their health-care needs. The sector is also 
understaffed, especially in rural areas.5 In contrast, the private health sec-
tor, which services only 20% of the population, has facilities and services 
that are better than many countries in the North.6
Since the end of apartheid, South Africa has experienced a significant 
outflow of health professionals, prompting some to refer to their depar-
ture as “brain flight” rather than “brain drain.”7 The movement of health 
professionals from South Africa is part of a broader global trend that has 
recently been described as “a dominant pattern of international migration 
and a major aspect of globalization.”8 In the global health sector, this “brain 
drain” has led to a significant decline in the quality of care in affected 
countries.9 In the South African case, the actual numbers involved and 
the impacts of emigration on the health system are difficult to determine 
as South African migration data is inconsistent and of poor quality. In 
2005, an estimated 13,000 South African-trained physicians were work-
ing in OECD countries, with 7,718 in the United Kingdom, 2,215 in the 
United States, 1,877 in Canada and 1,022 in New Zealand.10 Destination 
country statistics shed further light on the migration of health professionals 
from South Africa. In Australia, for example, South Africa was the fourth 
largest source of overseas doctors (after the UK, India and New Zealand), 
accounting for 2,000 (or 3%) of the nearly 60,000 doctors in 2010.11 In 
Canada, the number of South African-trained physicians increased from 
1,444 in 2000 to 2,193 in 2009, a 52% increase.12 In 2009, 40% of all 
South African physicians who entered Canada were specialists. Data from 
the American Medical Association shows that in 2011 there were 1,474 
physicians in the US who had graduated from three South African medical 
schools (University of the Witwatersrand, University of Cape Town and 
University of Pretoria), amounting to almost one-third of all African-
trained physicians in the country.13 
The costs of “brain drain” migration to countries of origin are usually 
measured in terms of lost investment in the training of migrating health 
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professionals and the gaps in medical care left by their departure. One 
recent study, for example, estimates that the cost to South Africa in lost 
investment in training from the emigration of health physicians to Austral-
ia, Canada, the US and the UK amounts to USD1.4 billion.14 Insights from 
migration network theory show that many migrating professionals move 
with their families and, when they reach their destination, they act as a 
source of information for other professionals seeking to undertake a similar 
move.15 This means that family members (particularly spouses) with their 
own skills are also lost to the country of origin, while the migrant effec-
tively serves as an informal recruiter for the destination country. In Aus-
tralia, each migrating South African doctor brings along about four or five 
other people and many of the movements are planned and executed at the 
extended family level.16 In Canada, as many as 20% of the immigrants from 
the Southern African Development Community (SADC) region entered 
the country under the family-class category, which is designed to reunite 
families and comprises foreign nationals including spouses, dependant chil-
dren, parents and grandparents sponsored by family members in Canada.17
Previous research has shown that the medical “brain drain” from South 
Africa is unlikely to subside in the short and medium term as health profes-
sionals and trainees exhibit very high emigration potential. SAMP’s 2005 
Potential Skills Base Survey, for example, found that four in ten final-year 
students say they have given “a great deal” of consideration to moving to 
another country to live and work.18 A survey of 876 final-year students at 
eight South African medical schools in 2007-2008 found that 55% planned 
to work abroad after graduation.19 Although three-quarters of these stu-
dents said they would do so on a temporary basis, there is a well-established 
tendency for physicians to leave temporarily and remain permanently. A 
more recent HEARD survey of 260 students at three South African medi-
cal schools found that three-quarters had given some or a great deal of con-
sideration to leaving South Africa.20 Despite holding strong opinions about 
the negative consequences of physician out-migration for South Africa, a 
quarter said it was likely they would leave within two years of qualification 
and 58% that it was likely within five years. Finally, a 2011 survey of first 
and final-year health sciences students at three South African universi-
ties (Cape Town, KwaZulu-Natal and Limpopo) found that just over half 
intended to work in another country.21 This varied by university (from 45% 
at Limpopo to 66% at UCT), sex (with male students more likely to want 
to work overseas) and by place of origin (with students from urban areas 
more likely to leave than their rural counterparts). Career development 
was the most important motivation for wanting to work in another coun-
try, followed by financial reasons and job opportunities. Another study of 
final-year medical students in six African countries found higher levels of 
interest in emigration amongst South African students.22 
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Previous studies demonstrate that the emigration potential amongst 
working health professionals in South Africa is also extremely high. Almost 
half of the working South African health-care professionals in a 2007 
SAMP survey, for example, said they had given emigration a great deal 
of consideration.23 Emigration potential varied by type of profession with 
nearly 70% of pharmacists, 58% of dentists and 48% of physicians having 
seriously considered leaving. Emigration potential declined with age from 
52% for those in the 22-34 age category to 37% for those over 50. Asked 
how likely it was that they would actually leave South Africa, and when, 
8% said they would probably leave within six months, a quarter within two 
years and half within five years. Amongst those planning an early departure 
were younger, public-sector physicians, pharmacists and dentists. A 2009 
HEARD survey of health professionals in KwaZulu-Natal found a similarly 
high predisposition to emigrate although the incentive of higher earnings 
overseas was not a statistically significant predictor of emigration inten-
tions.24 Unlike their student counterparts, health professionals are more 
inclined to cite poor working conditions and social problems such as the 
high crime rate as reasons for leaving. 
This report provides an updated picture of the state of mind of South 
African health professionals in 2013. The survey, conducted in partner-
ship with the Institute of Population Health at the University of Ottawa, 
asked many of the same questions posed to health professionals by SAMP 
in 2007. This allows us to assess what changes, if any, there have been in 
health professional attitudes and perceptions in the past few years. The 
2007 survey found extremely high levels of personal and professional dis-
satisfaction with working conditions and the quality of life more generally 
amongst health professionals, and a strong desire to emigrate to countries 
such as the UK, US, Australia and Canada. A comparison of the 2007 and 
2013 findings allows us to assess (a) whether levels of satisfaction with work 
and life in South Africa have improved or worsened; (b) whether emigra-
tion potential has declined or intensified amongst health professionals and 
(c) whether the “brain drain” from South Africa is likely to continue. These 
questions are of particular relevance given various changes in the health 
sector since 2007 and provide an opportunity to assess whether retention 
strategies are having any impact on the thinking of health professionals in 
South Africa.
The 2007 SAMP survey found that 35% of respondents had experience 
working overseas before returning to South Africa.25 This unanticipated 
finding raised the important question of whether South African health 
professionals are engaged in “return migration.” This form of migration 
has been advocated internationally as an antidote to the “‘brain drain” and 
an important downstream benefit for countries of origin in the South.26 
Research on South African return migration shows that this is a more 
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common phenomenon than previously thought.27 On the other hand, 
recent research amongst the South African medical diaspora in Canada 
found low interest in return migration.28 While 43% indicated that they 
have considered returning to South Africa, only 7% said they were likely to 
return within two years and 10% within the next five years. Few had taken 
any concrete steps to return, however. Less than 2% had applied for a job 
in South Africa in the year prior to the survey although 13% had had a job 
offer there. By including a lot more questions about return migration in 
the latest survey, we are able to obtain a more nuanced picture of the phe-
nomenon in South Africa. This report therefore provides important new 
information about the implications of health professional return migration 
to South Africa. 
Finally, South Africa has itself become a destination for health profes-
sionals from other countries. For many years, government had a policy of 
not recruiting health workers from other developing countries and the 
inflow was therefore relatively small. Instead, it entered into bilateral agree-
ments with countries such as Cuba for the temporary import of physicians 
to work in underserviced, rural areas. Over 450 Cuban doctors entered 
South Africa on these assignments and there was a reverse flow of 1,200 
South African students to Cuba for medical school.29 In 2007, South Africa 
signed a second bilateral agreement with Tunisia for Tunisian doctors to 
work temporarily in rural areas of South Africa. South Africa’s skills-based 
immigration policy given effect by the 2002 Immigration Act introduced a 
system of quota work permits for skills in short supply in South Africa. Prior 
to 2014, the medical professions had never appeared on the scarce-skills 
lists that are published every year or two. Indeed, in 2006, the govern-
ment limited the employment of non-South African health professionals to 
three-year non-renewable contracts.30 
The National Human Resources for Health Plan proposed that the total 
foreign workforce should not exceed 5% of the total health workforce in 
each professional category.31 According to one report (using 2006 data), 
this would mean cutting the number of foreign doctors in the country from 
just over 3,000 to around 1,600. Since most of these physicians work in 
underserviced rural areas, the impact on the rural public health service 
would be “devastating.”32 Whether these policies were ever enforced is 
unclear and the numbers of non-South African doctors currently working 
in South Africa is unknown. However, they clearly signalled that South 
Africa (unlike many other countries) was not prepared to address its health 
professional shortages through a more welcoming immigration policy. This 
survey provided an opportunity to build a profile of the sub-group of non-
South African doctors who work in the country in order to assess if their 
demographic, socioeconomic and attitudinal profile differs from South 
African health professionals.
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iS There a ShorTage? 
What impact has the “brain drain” had on the supply of medical profes-sionals in South Africa? Despite the ongoing loss, the total number 
of medical practitioners registered with the Health Professional Council of 
South Africa (HPCSA) rose from 29,903 in 2002 to 39,847 in 2013, an 
increase of 33% (Figure 1). The numbers in other health professions such 
as dentistry, pharmacy, physiotherapy and psychology also experienced sig-
nificant growth between 2007 and 2013 (Table 1). 
Figure 1: Registered Medical Practitioners in South Africa (including Specialists), 2002-2013
Sources: Econex and Health Systems Trust. Note: Data for 2004 missing
Table 1: Growth in Other Health Professions, 2007-2013
Dentists Pharmacists Physiotherapists Psychologists
2007 4,937 11,547 6,310 5,059
2008 5,110 11,905 6,498 5,314
2009 5,265 No data 6,767 5,582
2010 5,320 12,218 7,037 5,777
2011 5,409 12,460 7,160 5,937
2012 5,572 13,003 7,370 6,150
2013 5,769 13,364 7,622 6,359
% change  
2007–2013 16.9 15.7 20.8 25.7
Source: Health Systems Trust
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South Africa has eight medical schools that produce both general and 
specialist medical practitioners. Between 1998 and 2006, South African 
medical schools produced an average of 1,300 new medical graduates and 
300 specialists annually (Table 2).33 A total of 11,745 new medical doctors 
graduated from the country’s medical schools during the period 2000-2008 
(Table 3).34 The number peaked in 2005 and then started to fall. A recent 
survey of medical school deans in South Africa showed that most are failing 
to meet their enrolment targets because of funding limitations. As a result, 
28% of medical school places were vacant in 2009 (Table 4).
Table 2: Specialist and General Medical Graduates 1998–2006
Year Graduate specialist Graduate general Total Cumulative total
1998 263 1,131 1,394 1,394
1999 304 1,131 1,435 2,829
2000 298 1,131 1,429 4,258
2001 285 1,229 1,514 5,772
2002 306 1,212 1,518 7,290
2003 324 1,296 1,620 8,910
2004 335 1,394 1,729 10,639
2005 321 1,511 1,832 12,471
2006 308 1,366 1,674 14,145
Source: Strachan et al, “More Doctors and Dentists are Needed” p. 527.
Table 3: Medical Graduates in South Africa, 2000–2008
2000 2001 2002 2003 2004 2005 2006 2007 2008 Total
UCT 134 162 167 155 159 150 185 160 164 1,436
UL 235 249 243 283 238 294 239 200 153 2,134
UKZN 90 116 132 165 178 298 201 189 224 1,593
UFS 110 115 109 88 167 106 105 129 109 1,038
UP 203 212 203 184 180 197 207 198 200 1,784
SU 140 140 129 177 148 150 170 149 167 1,370
WSU 26 43 48 56 119 69 89 97 103 650
Wits 193 192 181 188 205 247 170 175 189 1,740
Total 1,131 1,229 1,212 1,296 1,394 1,511 1,366 1,297 1,309 11,745
UCT = University of Cape Town, UL = University of Limpopo, UKZN = University of KwaZulu-Natal, UFS = 
University of Free State, UP = University of Pretoria, SU = Stellenbosch University, WSU = Walter Sisulu 
University, Wits = University of Witwatersrand 
Source: Department of Health, Human Resources for Health South Africa.
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Table 4: Vacant Medical Training Posts, 2009
UCT SU Wits UP UKZN FS UL WSU Total
Filled 368 308 673 309 611 226 167 63 2,725
Vacant 116 80 173 97 293 63 126 89 1,037
Total 484 388 846 406 904 289 293 152 3,762
% Vacant 24.0 21.6 21.4 23.9 32.4 21.8 43.0 58.5 27.6
Source: Strachan et al, “More Doctors and Dentists are Needed” p. 526
The HPCSA collects data on the number of medical doctors who work 
in the public sector through the government’s public sector Personnel and 
Salary Administration System. Even though the majority of South Africa’s 
population relies on the public health system, less than half of the number 
of registered physicians work in the public sector (Figure 1). However, there 
are indications that the supply of medical doctors in the public sector is 
growing.35 Between 2002 and 2012, for example, the numbers increased 
from 10,972 out of 29,903 registered medical practitioners (or 37%) to 
17,287 out of 38,444 (or 45%). The other source of information on the 
employment of general practitioners and specialists is medical scheme 
industry estimates. According to this data, there were 12,014 general prac-
titioners and 4,948 specialists in the public sector in 2013. These figures 
amounted to 64% and 42% of the total in practice (Table 5).36 
Table 5: Sectoral Distribution of Medical Doctors, 2011–2013
2011 2012 2013
Public Private Public Private Public Private
General practitioners 61.1 38.9 62.0 38.0 64.4 35.6
Medical specialists 42.7 57.3 42.7 57.3 42.4 57.6
Total 54.6 45.4 55.1 44.9 56.6 43.4
Source: Econex, “South African Private Healthcare Sector” p. 27
Accurate data about the number of medical doctors in the private sector 
is lacking partly because some medical doctors who work in the public sec-
tor also run their own private practices or work part-time in private clinics. 
Medical scheme data suggests that the number of general physicians in the 
private sector declined from 7,643 to 7,529 between 2011 and 2013, possi-
bly indicating that the barriers to entry are high. On the other hand, medi-
cal specialists consolidated their dominance in the private sector: in 2011, 
6,195 (or 57% of the total) were working in the sector against 4,620 (43%) 
in the public sector. By 2013, the number in both sectors had increased 
(to 6,726 and 4,948 respectively) but the rate of growth was faster in the 
private sector.
This private/public split is mirrored in data from the Colleges of Medi-
cine of South Africa (CMSA), which shows that in 2010, 58% of general 
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practitioners and 44% of specialists worked in the public sector and 42% 
and 56% in the private.37 
Other data on the professional entry point of students graduating from 
medical school shows that there is a sizable gap between graduation rates 
and numbers joining the public sector. For instance, during the period 
2002-2010 a total of 11,700 new doctors qualified to practise in South 
Africa, yet the public sector complement rose by only 4,403, which means 
that only 38% of graduates entered the public sector (Table 6).38 The other 
62% either specialized, entered the private sector or left the country. Rates 
for pharmacists were considerably higher (at 54%) while only 12% of den-
tists entered the public sector, indicative of the highly privatized nature of 
dental care in South Africa.
 
Table 6: Rates of Entry of Health Professional Graduates into Public Sector, 2002–2010
Graduate output Public sector post increase Retention gap
Public sector 
entry rate %
Medical graduates 11,700 4,403 7,297 37.6
Dentistry 2,140 248 1,892 11.6
Pharmacy 3,645 1,960 1,685 53.8
Physiotherapy 2,934 497 2,437 16.9
Source: Department of Health, Human Resources for Health South Africa p. 33
Despite overall growth in the numbers of health professionals, vacancy 
rates in the public health system have remained stubbornly high and even 
increased over time (Table 7). The proportion of all vacant public sector 
posts increased from 29% in 2006 to more than 45% in 2010. The vacancy 
rate for medical practitioners was closer to 50%. One reason could, of 
course, be an increase in the number of allotted posts to cope with popula-
tion growth and the treatment demands of the HIV and AIDS epidemic. 
However, it is clear that the number of health professionals employed in the 
public sector remains far below required levels.
Table 7: Vacant Posts in the Public Health Sector, 2006-2010
Medical practitioners (%) Professional nurses (%) All health professionals (%)
2006 29.9 31.5 29.0
2007 34.1 36.3 33.3
2008 34.9 40.3 35.7
2009 34.0 37.9 33.9
2010 49.0 46.3 42.5
Source: Health Systems Trust 
The situation seems unlikely to improve in the near future. Statistical 
modelling suggests that the absolute number of physicians in South Africa 
will likely decline by 5,000 by 2020.39 Accompanying this decline is a pro-
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jected decrease in the doctor-to-patient ratio from 55 per 100,000 in 2010 
to 46 per 100,000 in 2020 (Table 8). For general practitioners, the ratio is 
expected to decline from 36 to 30 per 100,000. For specialists, the ratio 
will decline from 19 to 16 per 100,000. Without appropriate ameliorative 
action, the remaining health professionals will experience heavier work-
loads and greater dissatisfaction with working conditions, which is a strong 
motive for emigration.
Table 8: Scenario for Supply of Doctors in South Africa, 2010-2020
No. of physicians per 100,000 people 
Year 2010 2012 2015 2018 2020
GPs 35.9 34.6 32.8 31.2 30.2
Specialists 19.4 18.5 17.3 16.3 15.6
Total doctors 55.3 53.2 50.2 47.5 45.8
Source: Econex, “Human Resource Supply Constraint”
a changing healTh SySTeM
South Africa’s health system has undergone several major changes since the previous SAMP survey in 2007.40 Most are ongoing and their pre-
cise nature and impact has not been evaluated. However, it is important to 
specify what these changes consist of and the potential ways in which they 
might affect health professional attitudes and emigration intentions. The 
first arises from global concerns about the negative impact of the medical 
“brain drain” on countries in the Global South. In May 2010, the 193 mem-
ber states of the World Health Assembly adopted the WHO Global Code 
of Practice on the International Recruitment of Health Personnel.41 The 
Code of Practice “establishes a global architecture, including ethical norms 
and legal and institutional arrangements, to guide national action and 
multilateral cooperation. Its key principles focus on developing sustainable 
health systems, protecting the human rights of migrant health workers, and 
supporting health systems in low- and middle-income countries.”42 
More controversially, the Code proposes that countries adopt “ethical 
recruitment” policies that take into account the impact of health profes-
sional migration on source countries. However, the Code is both voluntary 
and short on specifics and only one country in the North (Norway) has 
stopped recruiting from the South. None of the major countries to which 
South African health professionals emigrate, with the possible exception 
of the United Kingdom, has taken a similar position.43 The adoption of 
the Code is therefore unlikely to have much impact on health professional 
migration from the South. Although it is far too early to say, the greater 
impact of the implementation of the Code could be in improved working 
conditions of health professionals through addressing chronic personnel 
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shortages. This could certainly make for less stress in the workplace and 
reduce one of the driving forces of out-migration.
The second change concerns shifting demands on the health system 
and on health professionals brought about by the implementation of a 
comprehensive HIV and AIDS care treatment programme.44 The Mbeki 
government’s AIDS denialism was characterized by antipathy towards 
antiretroviral drugs, a massive burden of care for AIDS patients and the 
indefensible deaths of over 300,000 people.45 The 2007 SAMP survey and 
other case study research showed that the epidemic was placing enormous 
strain on the health system and the country’s health professionals. Since 
then, changes in the official attitude towards the epidemic have been “pro-
found.”46 The ANC’s decision to dethrone President Thabo Mbeki was 
thus a major boon for all HIV and AIDS patients. Free of the shackles of 
AIDS denialism, South Africa implemented a massive roll-out of antiretro-
viral therapy (ART) supported by the US through PEPFAR (the President’s 
Emergency Plan for AIDS Relief).47 The number of HIV-positive people in 
South Africa on PEPFAR-supported ART increased from 33,000 in 2005 
to 630,000 in 2009 to over 1.7 million in 2012.48 In total, the number of 
people receiving ART increased from 47,500 in 2004 to 912,000 in 2009 to 
2,300,000 in 2013 (Figure 2).49 By 2012, the HIV programme accounted 
for around 10% of the South African government’s total health expendi-
ture and 0.82% of the country’s GDP.50
Figure 2: Number of Patients on ART in South Africa, 2004–2013 
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The roll-out of ART has had several implications for the health profes-
sions. There is certainly concern that the full roll-out is hampered by health 
professional shortages that inevitably mean heavier workloads for existing 
staff.51 More positively, the burden of AIDS-related disease, palliative care 
and mortality has been reduced by ART, leading to fewer demands on an 
already-overburdened public health system and a possible reduction in 
work stress amongst health-care professionals. One study of health pro-
fessionals in KwaZulu-Natal and the Western Cape found that a cohort 
involved in ART delivery reported lighter workloads, lower absenteeism 
and more job satisfaction than a cohort of non-ART colleagues.52 In South 
Africa, unlike other African countries, ART is largely managed by physi-
cians. In 2010, a move towards nurse initiation and monitoring of ART 
was instituted although progress towards a cheaper nurse-based system has 
been slow.53 This shift is likely to ease the patient load of physicians in the 
future. There has also been rapid growth in the number of facilities offering 
ART (from 184 in 2005 to 1,469 in 2009), especially in KwaZulu-Natal, 
Gauteng and the Eastern Cape (Figure 3).54 NGOs play an important role 
in ART delivery and in 2010-2011 PEPFAR paid the salaries of 20,000 
health workers in the NGO sector.55 This has led to something of an 
internal “brain drain” into the NGO sector where working conditions and 
salaries are much improved over the public sector. The possibility of viable 
alternative employment within the NGO sector in South Africa may also 
have had a dampening effect on the pressures for out-migration.
Figure 3: Number of Facilities Offering ART by Province, 2005-2009
Source: Larson et al, “Supporting the Massive Scale-Up of Antiretroviral Therapy” 
The third change of note is that government has adopted various finan-
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private sector. A Scarce Skills Allowance for medical doctors and special-
ists in the public sector, as well as other categories of health professionals, 
was introduced in 2004. The 15% allowance clearly recognized the need to 
provide greater financial incentives. A further Rural Service Allowance of 
18-22% was introduced for selected health professionals in rural and other 
underserviced areas.56 An evaluation of the impact of the rural allowance 
on the retention of health professionals in disadvantaged areas found that 
between 28% and 35% of rural health professionals, mainly nurses, had 
changed their short-term career plans because of the introduction of the 
rural allowance.57 
Other retention strategies include community service for doctors, 
the clinical associates strategy and the occupation-specific dispensation 
(OSD). Community service was introduced for new medical graduates 
in 1998 and for nurses in 2008.58 A recent evaluation of the programme 
found that a large number of the participants were positive about its value 
to their professional development and felt that they had made a community 
contribution during the year.59 Participants placed in rural facilities were 
significantly more likely to plan for public sector work in the future. How-
ever, only a quarter intended to work in rural or underserved communities, 
which suggests that the programme is not achieving one of its primary long-
term aims. Others have cautioned that community service may actually 
defeat its own end because young doctors assume that after one year they 
have done their duty and compensated society for the costs of their study.60 
However, the survey did find that only 6% were intending to work overseas 
in the following year, which might suggest that community service acts as 
something of a brake on emigration, in the short term at least. 
In a number of low and middle-income countries with health human 
resource shortages, clinical associate schemes have been introduced. Clini-
cal associates are mid-level health professionals who increasingly form the 
backbone of the primary health-care system in East African countries such 
as Kenya, Tanzania and Uganda. Clinical associates first entered the South 
African job market in 2011.61 The idea is that clinical associates will ini-
tially work in district hospitals with a shortage of doctors.62 They are cur-
rently being trained at three centres: the University of the Witwatersrand, 
University of Pretoria and Walter Sisulu University. However, the output 
of clinical associates has been low. Class sizes are small, ranging from 20 
to 50, although one medical school recently increased its annual intake to 
80.63 The ultimate goal is to have five clinical associates per district hospital 
(which would mean training a total of 1,350 clinical associates). At current 
rates this would take until 2028.64 Clinical associates are not expected or 
trained to replace, just to complement and ease the workload of, medical 
doctors. Hence, clinical associates are unlikely to be particularly effective 
in disadvantaged communities without supervision from doctors. There 
is always a danger that clinical associates will end up taking on duties for 
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which they are not trained, especially in under-served rural areas, as has 
been the experience in other countries.65
The OSD was introduced in 2007 as a “financial incentive strategy to 
attract, motivate, and retain health professionals in the public health sec-
tor. The OSD policy defines the remuneration structure, frequency of pay 
progression, grade progression opportunities, career pathing, recognition of 
appropriate experience and required levels of performance.”66 Nurses were 
the first to benefit from the OSD in 2007, while medical, dental and emer-
gency medical services received their salary adjustments in 2008-2009.67 In 
the case of medical doctors, the post-OSD salary for medical officers sur-
passed that of their foreign-based counterparts in the United Kingdom and 
Australia by between USD7,000 and USD12,000 per year.68 However, poor 
consultation during the policy development of the OSD has been cited as 
one of the reasons why health professionals viewed the policy negatively.69 
In addition, the OSD agreement for doctors singles out junior doctors and 
the most senior doctors for meaningful salary increases. Medical officers, 
junior and senior consultants received only “token increases” and there 
were reports of an escalation in the resignation of qualified specialists at 
academic hospitals.70
The final, and potentially most far-reaching, change to the South Afri-
can health system is the introduction of a National Health Insurance Sys-
tem.71 A Green Paper on the Policy on National Health Insurance (NHI) 
was published on 11 August 2011 with the main goal of ensuring that 
everyone has access to appropriate, efficient and quality health services.72 
The NHI seeks to correct health inequalities by improving quality health-
care access for disadvantaged populations by providing a mechanism for 
“improving cross-subsidisation, according to which funding contributions 
would be linked to an individual’s ability to pay and benefits from health 
services would be in line with an individual’s needs.”73 The NHI’s approach 
is based on the Brazilian experience and focuses largely on a “re-engineered 
primary health care model.”74 This involves the provision of a comprehen-
sive package of services such as the establishment of district-based clinical 
specialist support teams, primary health-care agents deployed in each ward, 
and school-based primary health-care services.75 The NHI is supposed to 
be phased in over a period of 14 years with the launch of a new central 
fund envisaged in 2014/2015.76 Funding for the NHI will be provided 
mostly through a surcharge on taxable income, payroll taxes for employees 
and employers, and an increase in value-added tax.77 The estimated cost 
of providing universal health care is estimated at ZAR255 billion (USD33 
billion) by 2025, an increase from 2.2% to 6.2% of GDP.78 One study has 
argued that in order to raise the finances necessary for the implementation 
of the NHI, government would need to almost double the existing personal 
tax rate from the current average of around 20% to about 40%.79
Attitudinal surveys have shown that there is not only strong public sup-
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port for the NHI but that this has increased over time.80 However, levels 
of support do vary by gender, race and occupation with predictable lower 
levels of support from those who would have to cross-subsidize others.81 
The implementation of the NHI could well be affected by the shortage of 
key human resources, particularly in rural and peri-urban townships and 
informal settlements.82 Even if the NHI scheme could enrol the services 
of doctors currently working in the private sector, it is unlikely that they 
would relocate to the under-served areas and be available to those who live 
in such areas.83 Moreover, there is a general lack of clarity on how the NHI 
would affect those working in the private sector.84 Furthermore, the general 
erosion of real earnings contemplated by the NHI might prompt those with 
the means to do so, such as health professionals, to leave. A recent survey 
of general practitioners found that, at this point, they are “mostly ambiva-
lent” about the NHI, with only 21% in support, 32% opposed and 47% tak-
ing a “wait and see” attitude.85 Whether the NHI will actually accelerate 
the brain drain remains to be seen and it is not clear whether and how it 
would mitigate the current level of skills loss. 
Survey MeThoDology
The current survey methodology was similar to that used by SAMP in 2007. The survey instrument was developed for a CIHR-funded global 
project on health professional migration from India, Jamaica, the Philip-
pines and South Africa. Many of the questions were similar to those used by 
SAMP in 2007, making comparative analysis possible. As in 2007, SAMP 
partnered with the South African medical services provider, MEDpages, 
in the online implementation of the survey. The questionnaire was hosted 
on the MEDpages website and potential respondents were invited by email 
to complete the survey. MEDpages maintains a data base of nearly 19,000 
South African health professionals, including physicians (general and 
specialist), dentists, pharmacists and nurses. Three email broadcasts were 
made to all those with email addresses in the database to boost the response 
rate. A total of 1,383 completed questionnaires were received from physi-
cians, dentists and pharmacists, a response rate of 7%, and a larger sampler 
than in 2007 (when 947 responded) (Table 9). 
Table 9: Sampling Frame and Survey Responses
Total email 
broadcasts
Total survey 
responses % response rate
2007 survey 
responses
Doctor (specialist) 6,645 648 9.8
745
Doctor (generalist) 7,700 416 5.4
Pharmacists 2,466 178 7.2 110
Dentists 2,102 141 6.7 92
Total 18,913 1,383 7.3 947
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Profile of healTh ProfeSSionalS
PerSonal characTeriSTicS
This section of the report provides a profile of the cohort of physicians, dentists and pharmacists who completed the online survey. In terms of 
breakdown by sex, more male doctors and dentists completed the survey 
(by a ratio of 2:1) (Table 10). Amongst pharmacists, there were slightly 
more female than male respondents (53% versus 47%). The majority of 
the health professionals (around 60%) were under the age of 50 with 30% 
under the age of 40 (Figure 4). Given that emigration potential is generally 
likely to decline with age, this means that the survey captured a significant 
number of professionals who had many career years ahead of them. In 
general, the age profile of physicians and pharmacists was relatively similar. 
However, amongst dentists the cohort was much younger with 70% under 
the age of 50 and a quarter in their twenties. Also of interest is how many 
of the respondents’ careers began after the end of apartheid. Taking 1990 
as the cut-off date, 68% of dentists, 59% of physicians and half of the phar-
macists fall into this category (Table 11). 
Table 10: Sex of Survey Respondents by Profession
Doctors Dentists Pharmacists Total
No. % No. % No. % No. %
Male 568 67.6 65 67.7 64 47.1 697 65.0
Female 272 32.4 31 32.3 72 52.9 275 35.0
Total 840 100.0 96 100.0 136 100.0 1,072 100.0
Table 11: Starting Date for Working as Health Professional
Doctors (%) Dentists (%) Pharmacists(%) Total (%)
1950–1959 0.3 0.7 0.0 0.3
1960–1969 2.0 3.6 2.3 2.2
1970–1979 12.2 7.9 15.5 12.2
1980–1989 26.7 18.6 31.6 26.5
1990–1999 30.2 23.6 19.0 28.1
2000–2009 26.9 37.9 30.5 28.5
2010 or later 1.6 7.9 1.1 2.2
N 1,045 140 174 1,359
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Figure 4: Age Profile of Survey Respondents
The point was made earlier in this report that the brain drain often 
has an unrecognized cumulative effect because the individual health pro-
fessional who emigrates is often accompanied by family members. Of the 
respondents in the survey, over 80% were married (Table 12) and 72% had 
spouses who were in wage employment (ranging from 70% of doctors to 
77% of dentists to 82% of pharmacists). As interesting, is the fact that the 
most common profession for spouses was also in the health sector (43% of 
all spouses employed and 47% of all doctors’ spouses) (Table 13). No other 
sector had more than 8% of employed spouses. What this suggests is that 
the impact of the departure from South Africa of one health professional 
would probably be compounded by the fact that many would be accompa-
nied by their spouse and, in almost half of the cases, this would be someone 
who also works in the health sector.
Table 12: Marital Status of Survey Respondents
Doctors (%) Dentists (%) Pharmacists (%) Total (%)
Married/Co-habiting 83.3 78.9 80.9 82.6
Single 8.7 12.6 8.8 9.1
Divorced/Separated 7.1 8.4 5.9 7.1
Widowed 0.8 0.0 4.4 1.2
Total 100.0 100.0 100.0 100.0
N 840 95 136 1,071
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Table 13: Employment Sector of Spouses
Doctors  
(%)
Dentists  
(%)
Pharmacists 
(%)
Total  
(%)
Education 7.0 9.3 9.4 7.5
Finance, business, banking 6.4 5.6 11.8 7.0
Management 8.1 3.7 7.1 7.5
Administrative and clerical 5.7 1.9 3.5 5.1
Advertising, media, communications 3.2 0.0 2.4 2.8
Legal 3.2 0.0 2.4 2.8
Information technology 1.5 3.7 3.5 2.0
Engineering and construction 4.4 9.3 8.2 5.4
Business owners 1.5 0.0 1.2 1.3
Health 46.8 37.0 29.4 43.5
Arts, sports and culture 1.1 3.7 0.0 1.1
Civil service 1.3 11.1 3.5 2.5
Retail and hospitality 1.5 3.7 1.2 1.6
Technical and trades 4.2 9.3 8.2 5.2
Self-employed 2.8 1.9 5.9 3.1
Other 1.5 0.0 2.4 1.5
Total 100.0 100.0 100.0 100.0
N 472 54 85 611
Training Profile
In the economics of migration literature, the argument has been made 
that the brain drain is an illusion. Skills migration supposedly leads to a 
paradoxical increase rather than decrease in human capital in the source 
country. As proponents of this view argue: “The prospect of migration from 
a developing country to a developed, technologically advanced country 
changes not only the set of opportunities that individuals in the developing 
country face, but also the structure of the incentives that they confront: 
higher prospective returns to human capital in the developed country 
induce more human capital formation in the developing country.”86 Put 
another way, the prospect of emigration exercises a strong demonstration 
effect, encouraging more people to enter the profession and acquire the 
training and skills necessary to emigrate and earn higher wages. 
In the context of this study, the hypothesis would mean that the pros-
pect of emigration is a major reason for entering the health profession. 
Despite an ongoing and highly visible brain drain from the country (and 
the fact that South African-trained professionals are in demand in several 
countries in the Global North), less than 2% of the respondents in this 
survey gave “the ability to work in another country” as the major reason for 
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entering the health professions (Table 14). Amongst doctors and dentists, 
the figure was less than 1%. In other words, there is little support for the 
argument of these economists in the survey results. The possibility of emi-
gration only becomes a factor much later. Interestingly, only 9% said they 
were motivated to enter the profession by its earning potential (a figure 
that was lowest for doctors at 7% and highest for dentists at 18%). Easily 
the most important reasons were the personal intellectual challenge and 
stimulation (33%) and the ability to help other people (31%). These two 
reasons were more important for doctors (69%) than dentists (56%) and 
pharmacists (54%). 
Table 14: Main Reason for Entering Health Profession
Doctors  
(%)
Dentists  
(%)
Pharmacists 
(%)
Total  
(%)
Intellectual stimulation/challenge 34.2 33.0 27.6 33.2
The ability to help other people 32.6 25.7 26.9 31.2
Influence of my family/friends 9.3 5.5 13.1 9.4
Earning potential 6.9 18.3 13.1 8.9
Influence of a mentor 4.8 4.6 6.2 5.0
Research opportunity 3.7 3.7 6.2 4.0
Teaching opportunity 2.9 2.8 0.7 2.6
Ability to work in another country 2.6 2.8 2.1 2.5
Ability to migrate to another country 0.9 0.9 2.1 1.1
Other reason 2.0 2.8 2.1 2.1
N 849 109 145 1,103
Critics of the brain drain argue that the exodus of health professionals 
is not only damaging to health-care systems in Africa, but that they rep-
resent a considerable subsidy to developed countries that do not have to 
invest in their training.87 In South Africa, the vast majority of doctors and 
dentists are trained in publicly-funded institutions; a fact confirmed by the 
survey which found that 98% of doctors and 91% of dentists were trained 
in publicly-funded institutions (Table 15). In the case of pharmacy, there is 
more private-sector involvement with only half receiving their training in 
public institutions. 
Table 15: Type of Training Institution Attended by Health Professionals
Doctors 
(%)
Dentists 
(%)
Pharmacists 
(%)
Total 
(%)
Private 0.4 3.6 31.4 4.4
Public (i.e. government funded) 98.0 91.4 48.4 91.4
Mixed public/private 1.6 5.0 20.1 4.2
Total 100.0 100.0 100.0 100.0
N 1,040 140 159 1,339
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PercePTionS of working anD living conDiTionS
In 2007, there were only two measures of workplace satisfaction on which more than half of health professionals were satisfied: their relationship 
with colleagues (75%) and the quality of their training (73%) (Table 16). 
In 2013, levels of satisfaction with these two measures were also extremely 
high and had increased even further (to 81% and 79% respectively). The 
increase was minimal amongst dentists and pharmacists but jumped by 8% 
on both measures in the case of doctors. More significant is the fact that 
these were not the only indicators on which there were increased levels 
of satisfaction. The number of indicators on which more than half of the 
respondents were satisfied increased from 2 to 7. In some cases, the shifts 
were particularly dramatic: for example, the ability to find a desirable job 
increased from 33% to 65%; satisfaction with job security from 29% to 
61%; and satisfaction with prospects for professional advancement from 
28% to 45%. Other indicators on which more than half were satisfied 
in 2013 included workplace infrastructure (49% to 61%) and workplace 
morale (38% to 55%). 
On 11 indicators, however, more than half of the respondents remained 
dissatisfied. These included personal safety in the workplace (though 
improved from 37% to 48% satisfied) and workload (from 28% to 42% 
satisfied). Indicators on which levels of satisfaction improved only mar-
ginally included opportunities for further education and training and the 
risk of contracting HIV. Levels of satisfaction on the latter two indicators 
remained low in 2013 (at 30% and 19% respectively). On a small number 
of indicators there was a decline in satisfaction between 2007 and 2013, 
including relations with management and the risk of contracting Hepatitis 
B and MDR-TB. 
The vast majority of health professionals remain dissatisfied with the 
economic rewards of their jobs. Only a third were satisfied with their level 
of remuneration (up from 20% in 2007, however). Less than 20% were 
satisfied with their fringe benefits and levels of taxation (down from 13% 
to 9%). Dentists are particularly unhappy with their earnings. With 40% 
of dentists with household income of less than R40,000 per month, this is 
perhaps not surprising (Table 17). On the other hand, two-thirds of doctors 
have household incomes of over R60,000 per month yet only one-third are 
satisfied with their income. There has been an increase in levels of satisfac-
tion amongst doctors, however, from 20% in 2007 to 34% in 2013, possibly 
because of the OSD. In general, given the extremely low levels of satisfac-
tion with income, fringe benefits and taxation, we might expect economic 
factors to be a major driver of health professional emigration (see below). 
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Table 17: Monthly Household Income Before Tax
Doctors (%) Dentists (%) Pharmacists (%) Total (%)
<R 10,000 0.4 0.0 0.0 0.3
R 10,000–R 20,000 1.5 5.6 5.5 2.4
R 20,001–R 30,000 3.5 14.6 14.1 5.8
R 30,001– R 40,000 5.8 18.0 24.2 9.1
R 40,001–R 50,000 9.0 14.6 22.7 11.2
R 50,001–R 60,000 13.3 11.2 13.3 13.1
>R 60,000 66.6 36.0 20.3 58.1
Total 100.0 100.0 100.0 100.0
N 800 89 128 1,017
While perceptions of the working environment improved between 2007 
and 2013, health professionals’ views about living conditions in the country 
did not (Table 18). On four indicators there was a very small improvement 
of only 2% between 2007 and 2013 (medical services, customer service, 
Table 16: Satisfaction with Working Conditions (% satisfied/very satisfied)
Total (%) Change Doctors (%) Dentists (%) Pharmacists (%)
2007 2013
2007-
2013
2007 2013 2007 2013 2007 2013
Relationship with colleagues 75 81 +6 75 83 69 70 78 80
Appropriateness of training 73 79 +6 74 81 73 76 70 72
Ability to find desirable job 33 65 +32 35 66 15 53 33 68
Workplace infrastructure 49 61 +12 46 61 62 64 60 61
Workplace resources to do job 51 60 +9 48 58 61 70 62 64
Job security 30 61 +32 31 62 18 47 27 62
Workplace morale 38 55 +17 36 52 49 69 39 58
Personal security in the  
workplace 37 48 +9 39 46 28 50 27 54
Further educational/ 
career opportunities 34 38 +4 35 37 35 38 31 46
Relationship with management 32 32 0 29 29 26 27 55 52
Risk of contracting Hepatitis B 32 30 -2 31 28 28 33 37 43
Prospects for professional 
advancement 28 45 +17 30 45 25 43 18 43
Workload 28 42 +14 29 42 27 38 24 41
Risk of contracting HIV 28 30 +2 25 28 28 33 43 46
Risk of contracting MDR-TB 26 25 -1 25 23 28 30 33 36
Income level 20 34 +14 22 37 6 11 17 32
Fringe benefits 16 19 +3 16 18 7 14 20 35
Taxation 13 9 -4 13 10 8 5 14 7
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personal and family safety, and the HIV and AIDS situation). Only the 
ability to find desirable housing improved significantly (from 48% to 57%). 
Satisfaction with children’s schooling remained exactly the same (at 48%). 
On every other indicator there was a decline in levels of satisfaction. Sat-
isfaction with the cost of living, for example, fell from 29% to 18% and 
satisfaction with the availability of affordable quality products from 36% 
to 27%. The overall picture remains very negative, however, with satisfac-
tion levels greater than 50% on only two indicators (medical services and 
housing). Key determinants of emigration intentions in 2013 had extremely 
low levels of satisfaction once again. For example, only 8% were satisfied 
with levels of personal safety and their children’s future prospects in South 
Africa, while a mere 7% were satisfied with the safety of their families.
Table 18: Satisfaction with Living Conditions (% satisfied/very satisfied)
Total  
(%)
Change 
(%)
Doctors  
(%)
Dentists  
(%)
Pharmacists  
(%)
2007 2013
2007–
2013
2007 2013 2007 2013 2007 2013
Medical services for family/children 60 64 +4 63 66 44 57 56 57
Desirable housing 48 57 +9 49 60 36 42 49 48
Good school for children 48 48 0 50 50 37 40 47 42
Affordable quality products 36 27 -9 36 28 31 26 40 25
Cost of living 29 18 -11 31 20 20 12 28 12
Customer service 7 9 +2 7 8 4 12 6 10
Children’s future in South Africa 8 8 0 9 8 1 6 3 6
Personal safety 6 8 +2 6 8 5 9 4 5
Family safety 5 7 +2 5 7 5 9 4 6
HIV and AIDS situation 2 4 +2 2 4 1 7 4 2
Quality upkeep of public amenities 4 3 -1 4 2 3 6 2 3
Levels of poverty and inequality 0.1 0.2 0 0
Another possible driver of emigration relates to dissatisfaction with the 
political environment in the country and with policies in the health sector 
in particular. Questions on this issue were not posed in 2007 so there is no 
baseline for comparison. However, it is clear that levels of satisfaction with 
political conditions are currently extremely low (Table 19). Only 4% of the 
respondents said they were satisfied with government economic policies. 
Related to this, less than 1% were satisfied with levels of poverty and ine-
quality and levels of corruption. Only 7% were satisfied with government 
policy in the health sector. Just 13% felt that government would be justified 
in requiring all health professionals to join the NHI. These extremely high 
levels of disaffection with government could certainly increase the appetite 
for emigration. 
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Table 19: Satisfaction with Political Environment in South Africa, 2013  
(% satisfied/very satisfied)
Total  
(%)
Doctors 
(%)
Dentists 
(%)
Pharma-
cists (%)
Government economic policies 4 4 2 5
Government policy towards health sector 6 6 3 14
Import of foreign health professionals 7 7 7 6
Level of corruption 0.3 0.4 0 0
will eMigraTion wane?
Interest in emigration remains very high amongst health professionals in South Africa. In total, 40% of those surveyed in 2013 had given emigra-
tion a great deal of consideration and 45% had given it some consideration 
(Figure 5). Only 14% had never considered it. Dentists had given most 
consideration to emigration (at 49%), followed by doctors (40%) and then 
pharmacists (39%). Respondents were also asked if they had given emigra-
tion more or less consideration in the previous five years (Figure 6). In 
total, 42% said they had given it more consideration and only 18% said they 
had given it less. The proportions for doctors and pharmacists were roughly 
similar but dentists had clearly been giving emigration much more thought 
than before (53% more and only 11% less).
The amount of consideration given to leaving South Africa clearly var-
ies by sex, race and age. For example, male health professionals have given 
more consideration to the possibility than their female counterparts (Table 
20). However, the proportion of male health professionals giving it a great 
deal of consideration fell significantly (by 10%) between 2007 and 2013. 
In terms of racial breakdown, Indian health professionals have given most 
consideration to leaving, followed by Coloured, Black and finally White 
professionals. Given that the brain drain is most often associated with the 
departure of skilled Whites, this is an important corrective. Again, there 
were shifts between 2007 and 2013 with a decline in the proportion of 
Whites (13%), Blacks (9%) and Indian (8%) professionals giving emigra-
tion a great deal of consideration and an increase (of 10%) in the propor-
tion of Coloured professionals. The proportion of Coloured professionals 
giving emigration no consideration at all fell from 38% to 15% between 
2007 and 2013, suggesting a major shift in emigration potential amongst 
this racial group. Finally, the consideration given to departure is clearly 
related to age: as age increases, the proportion who have given emigration 
a great deal of consideration falls (from 48% amongst those in the 22-34 
age group to 35% amongst those aged 50 and over).
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Figure 5: Consideration Given to Emigration
Figure 6: Change in Consideration Given to Emigration (in previous 5 years)
Giving serious thought to emigration is obviously the first step but it 
certainly does not mean that all of those who think this way will actually 
leave. Respondents were therefore asked about the likelihood of their leav-
ing within a given time frame (six months, two years and five years). In 
total, 51% said they would probably have left within five years, 30% within 
two years and 11% within six months (Table 21). Dentists, again, were 
most likely to leave (63% in 5 years, 41% in two years and 9% within six 
months). There are no major differences in answers given in 2007 about the 
likelihood of leaving, suggesting that emigration potential has not changed 
a great deal in the intervening years and remains extremely high. 
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Table 20: Amount of Consideration Given to Emigration by Sex, Race and Age
Great deal (%) Some (%) None (%)
2007 2013 2007 2013 2007 2013
Sex
Male 52 42 38 43 10 15
Female 39 37 46 50 15 12
Race
White 41 28 46 42 13 31
Black 48 39 41 47 11 13
Coloured 31 41 31 44 38 15
Indian 58 50 32 42 10 8
Age
22–34 61 48 31 41 8 11
35–42 49 44 40 44 11 12
43–50 54 41 39 48 7 11
50+ 38 35 44 47 17 18
Total 49 40 39 45 11 14
Table 21: Likelihood of Emigration (% very likely)
Doctors (%) Dentists (%) Pharmacists 
(%)
Total (%)
2007 2013 2007 2013 2007 2013 2007 2013
In the next six months 8 11 10 9 11 13 8 11
In the next two years 24 29 41 39 41 29 27 30
In the next five years 50 50 63 60 72 49 54 51
Estimates of the likelihood of leaving, and when, also vary with sex, race 
and age (Table 22). For example, more male than female professionals feel 
it is likely they will leave within six months and two years. However, at the 
five-year mark, the proportion is exactly the same (at 51%). Comparing 
2007 and 2013, however, we find that the proportion of male professionals 
who think it likely they will leave within five years actually fell (by 6%) 
while the proportion of females increased (by 10%). What this seems to 
suggest is that the traditional South African brain drain pattern of skilled 
men being more likely to emigrate than skilled women is breaking down. It 
also reflects the fact that more women are being trained in the three profes-
sions under consideration. With regard to race, White health professionals 
are the least likely to leave in the short term and Black health profession-
als are least likely to leave in the long term. At all three projected cut-off 
points, Coloured health professionals are the most likely to leave. In terms 
of the relationship between age and likelihood of emigration, it is clear that 
younger health professionals generally think it more likely that they will 
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have left at each of the three benchmark time periods. As many as 10% 
of those in the 22-34 age group said it was likely they would leave within 
six months, rising to 41% at the two-year mark and 67% within five years. 
However, likelihood of leaving within five years is actually higher amongst 
those aged 43-50 than those aged 35-42. The likelihood of leaving for those 
50 and over is very low (and has decreased substantially since 2007). 
Table 22: Likelihood of Emigration by Sex, Race and Age
Within six months (%) Within two years (%) Within five years (%)
2007 2013 2007 2013 2007 2013
Sex
Male 8 12 29 32 57 51
Female 9 9 19 28 41 51
Race
White 8 10 25 32 51 50
Black 9 11 37 28 72 45
Coloured 18 15 36 35 46 56
Indian 11 13 37 33 73 56
Age
22–34 12 10 37 41 70 67
35–42 8 11 25 31 59 54
43–50 7 12 29 32 56 58
50+ 7 0 22 0 41 0
In addition to self-assessment of the likelihood of emigration, respond-
ents were also asked what steps they had taken to prepare for departure. In 
total, 25% had applied for a work permit in another country and 11% had 
applied for permanent residence elsewhere (Figure 7). Almost half (47%) 
had taken an examination or applied for registration with their professional 
body in another country. Rates of application for work permits and registra-
tion were particularly high amongst doctors (at 28% and 52% respectively). 
In other words, a significant minority of professionals (over 50% in the case 
of doctors) are taking active steps preparatory to emigration.
As in 2007, the most likely emigration destinations for South African 
health professionals remain the “big five” of Australia (mentioned by 26%), 
the United Kingdom (24%), Canada (16%), the United States (10%) and 
New Zealand (6%) (Table 23). Doctors are most likely to emigrate to the 
UK, followed by Australia and Canada, whereas dentists and pharmacists 
are far more likely to emigrate to Australia. The US is the second most 
popular destination for pharmacists. The majority of South African health 
professionals still think of emigration as a permanent move overseas (Table 
24). Over 60% say they would remain abroad indefinitely and another 15% 
say they would go for at least five years. Dentists are most likely to leave for 
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good. Planned moves of less than two years are relatively uncommon, with 
only 5% of doctors and 3% of dentists engaging in temporary migration. No 
pharmacists would go for such a short length of time. 
Figure 7: Applications for Work and Residence Permits and Registration Abroad
Table 23: Most Likely Emigration Destination of Health Professionals
Doctors (%) Dentists (%) Pharmacists (%) Total (%)
Australia 24 31 33 26
United Kingdom 26 20 14 24
Canada 17 18 9 16
United States 9 9 16 10
New Zealand 6 6 7 6
Namibia 4 2 6 4
Other Europe 7 11 4 7
Other Africa 3 0 3 3
Asia 2 3 4 3
Middle East 1 1 2 1
South America 1 0 1 0
Table 24: Length of Intended Stay Abroad
Doctors (%) Dentists (%) Pharmacists (%) Total (%)
Less than 2 years 5 3 0 4
2 to 5 years 18 17 23 18
More than 5 years 14 13 22 15
Indefinitely 63 67 54 63
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Given the argument of some neoliberal economists that the negative 
impacts of the health professional brain drain are offset by remittance flows 
from those who have left, it is worth asking whether South African health 
professionals who leave the country will remit.88 A recent SAMP study of 
South African physicians in Canada found relatively low rates of remit-
ting.89 Only half (52%) had sent money to South Africa in the year prior 
to the survey and just 19% could be considered regular remitters (sending 
money at least once a month). Nearly 30% had never remitted. Here, the 
survey asked about intention to remit after departure (Figure 8). Only 30% 
indicated that they would send money back to South Africa (33% of phar-
macists, 29% of doctors and 27% of dentists). In other words, while actual 
rates of remitting from health professionals abroad may be higher than the 
stated intentions of those who have not yet left, neither provides much sup-
port for the idea that there is a strong will to remit money to South Africa 
and that this would compensate in any way for the loss of skills, experience 
and investment in training.
Figure 8: Proportion Who Would Send Remittances After Departure
reaSonS for eMigraTion
This report has demonstrated that most South African health profes-sionals hold negative views about working and living in South Africa. 
Unsurprisingly then, emigration potential remains extremely high with a 
significant minority already having taken steps to leave. However, 
simply detailing which features of working and living in South Africa evince 
the strongest negative reactions does not mean that these are necessar-
ily the things that actually make people decide to leave. Unlike previous 
SAMP surveys, this study therefore tried to understand, from the health 
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professionals themselves, what weighs most heavily in the decision to emi-
grate. 
With regard to the importance of work-related factors, “lack of respect 
from government” for health professionals rates as the single most impor-
tant factor (with 62% viewing it as a very important part of the decision to 
leave) (Table 25). Professionals in all three groups rated this as the single 
most important factor. Other factors, which more than half the respondents 
agreed were very important, included poor workplace facilities (54%) and 
personal security (52%). Higher earning potential was important for 60% 
of dentists and 56% of pharmacists but only 41% of doctors. Other factors 
of particular importance to pharmacists included personal insecurity in the 
workplace (62%), job security (53%), the risk of contracting a serious ill-
ness (50%) and the lack of respect for the profession within the community 
(51%). Factors that were less important for all professionals than one might 
have expected included workload (at 30%), inadequate work benefits 
(38%), and workplace morale (39%). While the vast majority of health 
professionals (68%) were dissatisfied with management, only 42% thought 
this was a good reason to leave. And the fact that all professionals know 
many friends and former colleagues who have moved overseas, in itself, is of 
very little importance as a reason to emigrate. In sum, government attitudes 
to health professionals, inadequate infrastructure and personal security in 
the workplace emerge as the three most important drivers of emigration. 
Table 25: Importance of Working Conditions in Emigration Decision (% very important)
Total  
(%)
Doctors  
(%)
Dentists 
(%)
Pharma-
cists (%)
Lack of respect from government 62 61 67 63
Work facilities 54 56 48 49
Personal insecurity in the workplace 52 51 51 62
Ability to find desired job 47 45 55 52
Income compared to desired income 45 41 60 56
Job security 42 39 46 53
Lack of respect from management 42 42 33 47
Morale in the workplace 39 39 35 44
Inadequate work benefits 38 36 40 46
Risk of contracting serious illness 37 36 34 50
Lack of further career advancement 37 37 37 37
Lack of respect for profession 36 34 41 51
Lack of respect from colleagues 33 32 26 39
Lack of respect from patients 33 32 32 39
Workload 30 31 28 30
Lack of opportunity to travel 28 27 36 24
Many colleagues who work abroad 13 12 24 13
 Migration Policy SerieS no. 65
 35
The previous section of the report showed that levels of dissatisfaction 
with living conditions were much higher than with working conditions. This 
would suggest that living conditions might be the more important driver 
of emigration (Table 26). The two most important factors cited by health 
professionals as reasons for emigrating were the level of official corruption in 
the country (mentioned by 83%) and personal and family safety (mentioned 
by 81%). Other factors mentioned by more than half of the professionals 
included the future of their children (79%), the quality and upkeep of public 
infrastructure (64%), affirmative action and BEE (61% and 58% respec-
tively), African National Congress (ANC) economic policies (58%), levels 
of poverty and inequality in the country (57%), the adequacy of medical 
services for family (55%), taxation (55%) and finding a good school for their 
children (52%). In sum, three types of factors seem to be most important: 
first, there is a great deal of antipathy towards government economic and 
affirmative action policies and to perceptions of corruption. Since this sur-
vey occurred during the Nkandla scandal, which implicated the President in 
inappropriate use of public money for personal gain, this is hardly surprising. 
Whether this would be such a serious concern in normal times is less clear. 
Second, issues of personal and family safety (in turn related to the country’s 
high rates of violent crime) are clearly a major concern. Third, the prospects 
for their children in South Africa weigh heavily on their minds. Dentists and 
pharmacists have stronger views on almost every factor than doctors.
Table 26: Importance of Living Conditions in Emigration Decision (% very important)
Total  
(%)
Doctors 
(%)
Dentists 
(%)
Pharma-
cists (%)
Level of corruption 83 82 88 83
You or your family’s safety 81 79 89 86
Children’s future in South Africa 79 78 86 83
Quality/upkeep of public infrastructure 64 63 73 64
Affirmative action 61 58 77 64
ANC economic policies 58 56 71 63
Black Economic Empowerment (BEE) 58 56 71 61
Levels of poverty and inequality 57 57 68 52
Medical services for family/children 55 53 59 65
Level of taxation 55 52 66 60
Good school for children 52 51 56 62
Treatment of some ethnic/racial groups 49 48 54 57
Treatment of women compared to men 48 46 57 54
High cost of living 40 37 51 55
Ability to find desirable housing 32 31 35 41
Availability of desirable consumer goods 28 25 32 42
Many family members abroad 13 12 20 13
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Most South African health professionals are confident that they would 
find it easy to secure employment abroad. Doctors are the most confident 
(61%) and dentists the least (though still 48%). They also think that it 
would be relatively difficult for their employer to find a replacement within 
the country. It would be even more difficult to replace them with someone 
from outside the country. In addition, 92% of health professionals (and 93% 
of doctors) think that the emigration of health professionals has a negative 
impact on the South African health system. Despite these views about the 
damaging consequences of emigration, there is no evidence that this would 
dissuade individual professionals from leaving the country.
DiMenSionS of reTurn MigraTion
Studies of the South African health brain drain tend to assume that locally-trained professionals leave for good after graduation or after 
working for a period in the country. However, the 2007 SAMP survey found 
that a significant minority of doctors working in South Africa had experi-
ence working in other countries. This finding highlighted the phenomenon 
of return migration as well as suggesting that doctors whose primary base is 
in South Africa also spend periods of time in other countries. The phenom-
enon of recent medical school graduates doing locums in under-serviced 
communities in rural Alberta, Saskatchewan and Manitoba in Canada is 
well known. Many of these locums are arranged through and by South 
African doctors who have emigrated permanently to Canada. Some then 
settle in Canada while others return to South Africa. Various other kinds 
of temporary migration and work arrangements are also in operation. There 
is a steady stream of South African specialists on secondment to hospitals 
in the Gulf, for example. Others have job-sharing arrangements in other 
countries. At one practice in the South African city of Port Elizabeth, for 
example, the four physicians each spend three months of every year work-
ing in a practice in the UK.90 
Forty-two percent of the South African-trained health professionals 
captured in this survey had experience working in other countries. The 
proportion was highest amongst doctors (at 48%) and lowest amongst phar-
macists (at 9%) with dentists at 36%. Within the physician group, more 
specialists had worked outside the country (52%) than general practitioners 
(42%). Two-thirds of the doctors who had worked outside South Africa did 
so in the UK, with smaller numbers in Canada (9%), Australia and New 
Zealand (both 4%) and the US (3%) (Table 27). The vast majority (85%) 
had worked abroad for less than three years (with 38% doing this for less 
than one year). This suggests that most South African doctors with over-
seas experience went with the express purpose of working temporarily. This 
is confirmed by the reasons given for returning to South Africa, where 62% 
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said they had returned because their job was of a temporary nature (Table 
28). Only 15% had been away for longer than four years and could more 
accurately be described as return migrants. 
Table 27: Other Countries Worked in by South African-Trained Doctors 
%
United Kingdom 66.6
Canada 8.8
Other Europe 5.8
Australia 3.6
New Zealand 3.6
Middle East 3.0
Namibia 2.7
United States 2.7
Other Africa 2.2
Asia 0.8
Other 0.3
Total 100.0
Period worked
<1 year 37.8
1–3 years 47.4
4–9 years 13.7
>10 years 1.1
Total 100.0
Because a decision to leave or return is rarely determined by a single fac-
tor, respondents were asked to rate a series of possible “push” and “pull” fac-
tors in terms of their importance in the decision to return to South Africa. 
The most important push factor was family pressures: 62% said that the 
family’s desire to return to South Africa was important or very important 
and 44% said it was because the family was unhappy overseas. Weather was 
a significant factor also, with 52% saying that it drove them back to South 
Africa. Nearly 40% said that the poor social life overseas was an important 
factor in their decision. Work-related factors, as well as general economic 
and political conditions in the foreign country, were far less important in 
the decision to return, although 30% said the cost of living overseas was an 
important push factor. When asked about the factors that drew them back 
to South Africa, it is clear that pull factors were generally more important 
than push factors. For example, seven pull factors were cited by more than 
half of the respondents, compared to only three push factors. Of these, a 
couple of job-related factors were important: the offer of a permanent job 
(64%) and the prospect of greater job satisfaction (52%). Around half also 
said they wanted to use their medical skills in the service of the underprivi-
Brain Drain anD regain: Migration Behaviour of South african MeDical ProfeSSionalS
 38
leged. However, as with push factors, the most important pull factors were 
not job-related or economic, but social and environmental. These included 
the South African physical environment (cited by 86%), family ties (81%), 
the South African “lifestyle” (77%), South African culture (74%) and 
social life in South Africa (61%). 
Table 28: Reasons for Return: Foreign Country Factors
(% important/very important) 
Work factors
Job was only temporary 61.6
No job satisfaction 27.2
Poor prospects for professional advancement 27.2
Qualifications not recognized 23.2
No job security 22.4
Insufficient remuneration 18.3
Inadequate benefits 17.9
Patients too demanding 16.5
Workload too heavy 10.0
Social/Environmental factors
Family wanted to return to South Africa 61.9
Inhospitable climate 51.7
Family unhappy with life in foreign country 44.7
Poor social life 38.8
Inadequate school system 23.2
No future for children 21.9
Treatment of visible minorities 18.7
Treatment of women 14.5
Economic/Political factors
Cost of living too high 30.8
Too much government interference/control 24.0
Taxation too high 21.1
Disagreement with political system 16.7
 
Table 29: Reasons for Return: South African Factors
(% important/very important) 
Work factors
Permanent job in South Africa 63.8
Greater job satisfaction 51.7
Desire to use skills to serve underprivileged 49.7
Better prospects for professional advancement 39.3
Better job security 33.2
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Better remuneration 28.6
Paid off medical school debts 26.4
Better benefits 26.0
Patients less demanding 22.7
Lighter workload 12.5
Social/Environmental factors
South African landscape/climate 86.5
To be closer to family 80.9
Lifestyle preferable in South Africa 77.1
South African culture 74.2
Better social life 60.9
Better education for children 36.9
Better access to medical care 34.6
Economic factors
Cost of living lower in South Africa 34.1
Do those who have worked overseas and returned show a different 
attitudinal profile to those who have only worked in South Africa? The 
main, and perhaps surprising, survey finding is that there is not a great 
deal of difference between the two groups and the differences that do exist 
are not statistically significant. First, with regard to perceptions of working 
conditions, returnees have higher satisfaction levels on 12 of the 18 indica-
tors but the differences are very small (only 4% at most) and do not fit a 
discernible pattern that could be related to their experience abroad (Table 
30). For example, returnees are marginally happier with workplace morale, 
their workplace infrastructure and available resources, and their fringe ben-
efits. The only indicator with a higher spread was income where returnees 
are actually more satisfied (by 7%) than those who have never gone abroad. 
This could be attributable to a “grass is greener” effect but the difference is 
not large enough to make this a persuasive argument. Returnees are slightly 
less likely to be satisfied with the prospects for professional advancement, 
which could be attributable to experience of other health-care systems.
In general, return migrants are more satisfied than non-migrants with 
living conditions in South Africa but, again, the differences are not signifi-
cant (Table 31). On only one indicator – satisfaction with ability to obtain 
desirable housing – is there more than a 10% spread. This could be related 
to higher earnings while abroad facilitating access to higher-priced housing 
in South Africa. The other point to draw from this analysis is that levels 
of satisfaction amongst return migrants are low across a range of work and 
living measures. Less than half of the return migrants were satisfied with 10 
of the 17 workplace indicators and 10 of the 13 living conditions indica-
tors. Return migrants are less enamoured with South African government 
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policies than non-migrants but the levels of dissatisfaction do not vary 
significantly and are extremely low (less than 10% satisfied) amongst both 
groups (Table 32).
Table 30: Comparison of Satisfaction with Work Conditions (% satisfied/very satisfied)
Return 
migrants (%)
Non-migrants 
(%)
Difference  
(%)
Appropriateness of training 83 80 +3
Relationship with colleagues 82 84 -2
Ability to find desirable job 68 67 +1
Workplace infrastructure 63 59 +4
Job security 61 63 -2
Workplace resources to do job 61 57 +4
Workplace morale 55 51 +4
Personal insecurity in the workplace 49 46 +3
Prospects for professional advancement 43 47 -4
Workload 44 42 +2
Level of income 42 35 +7
Further educational/career opportunities 38 37 +1
Risk of contracting Hepatitis B 29 27 +2
Risk of contracting HIV 28 27 +1
Relationship with management 29 30 -1
Risk of contracting MDR-TB 23 23 0
Fringe benefits 20 16 +4
Table 31: Comparison of Satisfaction with Living Conditions (% satisfied/very satisfied)
Return migrants 
(%) 
Non-migrants  
(%)
Difference 
(%)
Medical services for family/children 68 64 +4
Desirable housing 66 55 +11
Good school for children 50 49 +1
Affordable quality products 31 27 +4
Cost of living 21 18 +3
Level of fair taxation 11 10 +1
Customer service 10 7 +3
Personal safety 7 8 -1
Children’s future in South Africa 7 10 -3
Family safety 6 7 -1
Quality upkeep of public amenities 3 1 +2
HIV and AIDS situation 3 5 +2
Levels of poverty and inequality 0 0 0
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Table 32: Comparison of Satisfaction with Government Policies  
(% satisfied/very satisfied)
Return 
migrants (%) 
Non-migrants 
(%)
Difference  
(%)
Import of foreign health professionals 6 8 -2
Government policy towards health sector 4 7 -3
Affirmative action 4 7 -3
Government economic policies 4 4 0
Black Economic Empowerment (BEE) 4 7 -3
Levels of corruption 0.2 0.5 -0.3
will reTurn MigranTS leave again?
Does return to South Africa mean that the returnees will stay perma-nently or are less likely to leave the country than those who have not 
yet left for the first time? Only 50% of the respondents who had worked 
in a foreign country said that their return to South Africa was permanent, 
which suggests that re-emigration is a strong possibility for many. Indeed, 
the survey found that those who have experience working in other coun-
tries are generally more likely to emigrate than those who have not. For 
example, 46% of return migrants said they have given a great deal of con-
sideration to emigration compared with only 36% of non-migrants (Figure 
9). Only 10% of return migrants said they had given no consideration to 
leaving, compared to 17% of non-migrants. Return migrants also indicated 
that they were more likely to leave than non-migrants. At each of three 
different time periods (within six months, two years and five years) the 
proportion of return migrants likely to leave was slightly higher (by 3%, 7% 
and 4% respectively) (Table 33).
Figure 9: Consideration Given to Emigration (% a great deal)
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Table 33: Likelihood of Emigration by Migration Status (% very likely)
Return migrants (%) Non-migrants (%) Difference (%)
In the next six months 12 9 +3
In the next two years 33 26 +7
In the next five years 52 48 +4
Figure 10: Applications for Work and Residence Permits and Registration Abroad  
(Return Migrants)
Figure 11: Applications for Work and Residence Permits and Registration Abroad  
(Non-Migrants)
The difference between migrants and non-migrants was especially 
marked regarding concrete indicators of departure intentions. For example, 
46% of migrant health professionals had applied for a work permit abroad 
compared with only 8% of non-migrants (Figures 10 and 11). The equiva-
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lent figures for permanent residence permits were 17% (migrants) and 6% 
(non-migrants). As many as 68% of migrants had applied for registration 
with their professional body overseas, compared with 31% of non-migrants. 
While these figures might seem to indicate a much higher inclination to 
leave amongst migrants, the differences may reflect the fact that migrants 
may have obtained their work permits, permanent residence permits and 
registration while they were outside the country. What this does mean, of 
course, is that it would be easier for them to leave again since all the paper-
work has been done. 
The final issue is whether return migrants and non-migrants hold the 
same opinions about the reasons why they would (re)emigrate. In general, 
return migrants see working conditions as slightly less important as a reason 
to leave (Table 34). However, the differences between return migrants and 
non-migrants were not especially large (less than 5% in most cases) and 
were in roughly the same rank order. Almost the opposite pattern pertains 
with regard to living conditions where return migrants are generally more 
likely than non-migrants to view these as an important reason to leave 
(Table 35). Once again, the differences between the two groups are not 
large (less than 5% on almost all indicators). Overall, the top six indicators 
in terms of importance for return migrants (and 7 of the top 10) relate to 
living conditions. 
Table 34: Importance of Working Conditions in Decision to Emigrate (% very important)
Return 
migrants Non-migrants Difference
The lack of respect from government 59 63 -4
The infrastructure (e.g. facilities, equipment, 
supplies) where you work 55 57 -2
Personal security in the workplace 48 51 -3
Ability to find the job you want (i.e. work in 
your chosen profession) 42 47 -5
Your income compared to what you would 
like to earn 40 42 -2
The security of your job 36 42 -6
The lack of respect shown to you by  
management 
40 42 -2
The morale in the workplace 39 38 +1
The lack of work benefits (e.g. health  
insurance, pension) 33 38 -5
The risk of contracting serious illness in the 
workplace 34 35 -1
The lack of opportunity for further  
educational/career advancement 37 36 +1
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The lack of respect for your profession within 
the community 32 35 -3
The lack of respect from colleagues with 
whom you work 30 34 -4
The lack of respect from patients 30 33 -3
Your workload 27 33 -6
The lack of opportunity to travel 28 26 +2
The fact that you have many professional 
colleagues who work abroad 12 12 0
Table 35: Importance of Living Conditions in Decision to Emigrate (% very important)
 Return 
migrants
Non-
migrants
Difference
Level of corruption 84 81 +3
You or your family’s safety 81 77 +4
The future of your children in your country 77 78 -1
Quality/upkeep of public infrastructure 63 63 0
Affirmative action 61 56 +5
Black Economic Empowerment (BEE) 60 53 +7
ANC economic policies 58 54 +4
Levels of poverty and inequality 55 59 -4
Ability to find medical services for family/children 52 54 -2
A fair level of taxation 51 53 -2
Ability to find a good school for your children 48 52 -4
How certain ethnic/racial groups are treated in 
your country 50 45 +5
How women are treated in your country in  
general compared to men 46 46 0
The high cost of living 34 40 -6
Ability to find the house/housing that you want  
to live in 27 34 -7
Availability of affordable quality consumer goods 20 29 -9
The fact that you have many family members 
abroad 12 13 -1
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concluSion
Since the end of apartheid, South Africa has experienced a major outflow of health professionals. This exodus has justifiably earned the “brain 
drain” label although previous SAMP reports have referred to it both as a 
“brain haemorrhage” and as “brain flight” to capture the seriousness of the 
implications for health delivery to the South African population.91 SAMP 
has been monitoring the attitudes of South African professionals and stu-
dents towards living and working in the country and emigration since the 
late 1990s. Emigration potential hardly declined at all in the first decade of 
democracy. In 2007, SAMP’s survey of the health professions provided an 
extremely pessimistic picture. Health professionals were deeply dissatisfied 
with their jobs and with life in the country and many were contemplat-
ing departure. A significant minority had taken active steps to join the 
brain drain to countries in the Global North, especially the UK, Australia, 
Canada, the US and New Zealand.
Since 2007, the South African government has continued its rhetorical 
campaign against the brain drain abroad and largely lived up to its commit-
ment not to “poach” replacement health professionals from other countries 
in the South. Despite the evidence of health professional shortages, the 
health professions never appeared on the official scarce-skills lists before 
2014. The government has also recognized that appeals to countries in the 
North to deny work permits to South African health professionals not only 
violate the constitutional rights of those professionals but are unlikely to 
be heeded by countries anxious to recruit them. Instead, it has begun to 
think about various retention strategies, trying to address the high levels 
of dissatisfaction that underwrite the exodus. In this context, it becomes 
important to assess whether the retention strategies adopted to date have 
had any impact. It is also necessary to understand, from the perspective of 
health professionals, why they are leaving. In other words, if the brain drain 
is not slowing, it is quite possible that government retention strategies are 
targeting the wrong factors.
Between 2007 and early 2013, when the surveys discussed in this report 
were implemented, there were a number of important changes in the South 
African health-care system. These are certainly not all directed at health 
professional retention but they have all had an actual or potential impact 
on health professionals. For example, the nationwide roll-out of ART in 
the country with the world’s largest HIV epidemic has had major implica-
tions for the workloads and expectations of health professionals. Also, the 
proposed National Health Insurance policy has stirred considerable debate 
and controversy in the health professions. These changes, and their impli-
cations for the health professions, are discussed in some detail in this paper. 
The major finding of this report is that these changes have had very little 
impact on the attitudes of health professionals towards their working condi-
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tions and to their emigration potential. Comparing the findings from 2007 
and 2013, there is little positive change, and none of any significance, in 
the attitudes of the medical, dental and pharmacy professions. The majority 
of professionals remain extremely dissatisfied with their working conditions, 
across a wide range of metrics. At the same time, and this is something of 
a paradox, it is not primarily working conditions that are driving health 
professionals out of the country. In other words, amelioration and improve-
ment of work conditions will not, in themselves, reduce the brain drain and 
the high emigration potential of those who remain.
The 2013 survey not only shows that the majority of health professionals 
are thinking about leaving the country but that around half expect to do so 
within the next five years. Rather than simply inferring reasons for leaving 
from measures of dissatisfaction, as in past surveys, this survey specifically 
asked health professionals to identify which factors were most likely to push 
them out of the country. Here it is clear that factors beyond the health sec-
tor are more important than those within the sector. Certainly, there is a 
great deal of dissatisfaction with government in general, and health sector 
policies in particular. But it is not clear that the almost universal animos-
ity towards government is sufficient to induce people to leave. Rather it is 
combined with the feeling that government does not offer them and their 
families sufficient personal protection and does not provide an enabling 
environment within which to raise children and offer them a decent future. 
In the view of most health professionals, government is the problem, not 
part of the solution. 
One of the major findings in the 2007 SAMP survey, now confirmed, is 
that a significant minority of South African physicians in the country have 
worked in other countries for various lengths of time. The concept of return 
migration is usually associated in the migration literature with individuals 
who have emigrated to and effectively settled in another country and then, 
at a later point, decide to re-emigrate to their country of origin. This con-
cept, as traditionally conceived, does not adequately capture the complex-
ity of mobilities in the modern world. While there are some South African 
physicians who fit the traditional picture, other research has shown that 
the return intentions of emigres are in fact low. What we are dealing with, 
then, is a complex and varied category of physicians who have worked (and 
even continue to work) abroad for varying lengths of time from their base 
in South Africa. Take, for example, the varied experiences and motivations 
of only three “return migrants” who participated in the survey. The first 
had experience working in the UK, Brunei, Oman, the Emirates and New 
Zealand “doing locums over the years and building up a nest egg abroad.” 
The second noted that they had lived and worked in the UK for eight years: 
“the reason was so that my husband and I could get UK citizenship - we 
now hold dual citizenship. The reason for wanting this is for safety. We are 
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both Indian and although we love our country we feel threatened by the 
political situation.” A third is worth quoting at length:
I trained here and went abroad to earn an income that 
would allow me to continue to work in the public sec-
tor on my return without being saddled with a huge 
mortgage. What was supposed to be a two-year commit-
ment abroad was extended as house prices sky rocketed 
and then the lure of obtaining a British passport. There 
had never been an intention to permanently emigrate. 
However on my return to South Africa, I have been 
dismayed at the quality of health service we are offering 
our people, that medical aid rates are so exorbitant and 
only for the wealthy. The corruption within the country, 
the unaccountability of politicians and the general pub-
lic work force for ineptitude and abuse is unacceptable. 
The crime rate has not improved, the education system 
has deteriorated, the cost of living has escalated. I have 
many moments when I think of leaving again.
This account draws attention to the other question addressed in this 
report: that is, are there differences in the attitudes and emigration poten-
tial of those who have left and returned and those who have not worked 
in other countries? The basic finding is that there are no significant differ-
ences between the two groups. Neither is more satisfied with working and 
living conditions than the other, they share the same concerns about the 
country and its future and they are equally likely to leave the country for 
good.
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